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Abstract
'fhe purpose of this project is to identify objectives necessary for incorporating a
Community Health Worker (CHW) program within an urban Federally Qualified Community
Clinic setting, fbr the purpose of enhancing the culturally specific care provided by the clinic.
CHWs offer our current fragmented and complex health care system an opportunity to improve
the health of underserved populations in our country. The use of CHWs dates back to the
1960's as an attempt to expand health care to the underserved residing in poor communities.
II'one is poor, an immigrant, or just different from the norms of our society receiving
healthcare that is culturally sensitive and appropriate often just does not happen. CHWs can be
bridges that educate and assist providers with providing that culturally specific care needed to
promote optimal health outcomes. This project will outline objectives, goals, methodologies and
desired outcomes, on which to build a solid CHW program designed to enhance the cultural
competence mission promoted by the clinic.
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If one is poor, an immigrant, or just different status fi'om the norms of dominant society,
receiving healthcare that is culturally sensitive and appropriate often just does not happen.
Mcdical providers frequently lack knowledge and understanding of how to appropriately serve
these individuals and the consumer lacks understanding of our complex healthcare system
(Friedman,2005; Goode, Sockalingnffi, Synder, Dunne, & Hubert,2004). According to a policy
brief published by the National Human Services Assembly; Family Strengthening Policy Center,
titled ()ommunity Health Workers: Closing Gaps in Families' Health Resources, Community
Health Workers can be bridges that educate and assist providers with providing that culturally
specific care needed to promote optimal health outcomes.
'fhe term Community Health Worker (CHW) refers to a bicultural, bilingual person who
provides a link between cultural or ethnic communities and health care organtzations (Critical
learning,2004). CHWs are known by many titles:
. Health Aids
. Outreach Workers
. Bilingual or Bicultural Workers
r Public Health Assistants
. Familv Resources Workers
r Community Health Advocate
I Cultural Brokers
CHWs are essentially cultural brokers who provide social support and promote cultural
competence and other intangible resources within the commultity (Andrews, Felton, Wewers &
I
Health. 2004). Cultural brokering has been defined as the art of bridging, Iinking, or mediating
between groups or persons of differing cultural systems fbr the purpose of reducing conflict to
produce change (Goode et. al 2004).
The purpose of this project is to identify the steps necessary for incorporating a CHW
program within an urban Federally Qualified Community Clinic setting, for the purpose of
enhancing the culturally specific care provided by the clinic. CHWs offer our current
fiagmented and complex health care system an opportunity to improve the health of underserved
populations in our country (Dover, Knox. Lindler & O'Neil, 2006). The use of CHWs dates
back to the 1960's as an attempt to expand health care to the underserved residing in poor
communities (Andrews et al, 2004).
Assessing the needs of the community to be served is an essential first step in designing a
CHW program in a Federally Qualified Community Clinic setting. Issues of training,
supervision, provider buy-in and overall integration into the day-to-day operations of the clinic
rnust then be considered. This project will outline objectives, goals, methodologies and desired
outcomes, on which to build a solid CHW program designed to enhance the cultural competence
mission promoted by the clinic.
Cultural Competence Model
The process of cultural competence in the delivery of healthcare services model as
developed by Josepha Campinha-Bacote (2002;2003a) directly relates to this project. Josepha
Campinha-Bacote supports the CHC project because of the model's view that cultural
competence is an ongoing process where providers strive to provide care that is congruent with
the cultural context of the patient (Campinha-Bacote.2003a). The mission of Open Cities Health
Center, Inc. (OCHC) is to provide culturally competent care to residents of the Twin Cities
')
Metropolitan area. The diverse demographics of OCIIC consist of 4l Yo African American,23Yo
Hmong, 17 % Caucasian, lAYo African Immigrants; 6% Latina; and3Yo Native American. Over
75% of the patients are at least 200% of the federal poverty level or below. Over 15,000
patients annually are served at OCHC with medical, dental and mental health services.
The use of CHWs at OCHC is initiated through the Community Health Connection
(CHC) program. The purpose of the CHC program is to promote health and wellness within the
clinical setting and in the community through the use of CHWs. The ultimate goal of the CHC
program is to ensure that all residents of St. Paul receive culturally congruent care and to reduce
health disparities that exist within our community.
The Process of Cuhural Competence in the Delivery o/ Healthcare Model, as designed by
Josepha Campinha-Bacote's (2002;2003b) model guides the nurse in looking at the patient's
ethnicity, family, community and their individuality to design the most optimum care and desired
outcomes. This model can be used as a framework for development of and implementation of
culturally congruent programs that are designed to address cultural competence and thus reduce
health disparities within our community (Campinha-Bacote, 2002).
This model has five constructs that guide its implementation, cultural awareness, cultural
knowledge. cultural skill, cultural encounter and cultural desire (Campinha-Bacote, 2003b). The
CHC project through the use of CHWs embodies these five constructs. The 15 -20 minutes that
a provider spends with a patient is not enough time for the provider to completely understand all
the social determinants of health that are influencing the behaviors and beliefs of the client. The
CHC project utilizes CHWs to work with the providers as the medical director of OCHC so
elegantly put it, "'l-he CI{Ws do what we can't complete in the exam room. They are our eyes
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and ears in the community that enable us to provide culturally competent care" (Personal
communication Dr. Deb. Mielke, May, 28, 2008).
The model defines cultural awareness as the self-examination; an in-depth exploration of
one's own cultural and professional background (Campinha-Bacote,2003b). CHWs used in the
program are ethnically specific to the populations served at OCHC. They often act as cultural
brokers and have their feet in both worlds, their own ethnic and social group of origin and the
cultural of western medicine (Goode et aL.,2004; Healthcare Education Industry Partnership,
2005). They have a keen awareness of themselves and the environment they are working in ard
are able to effectively assist patients navigate some of the complex issues that have a direct effect
on health outcomes (National Human Services Assembly, 2006; Mack, Uken & Powers, 2006).
Cultural knowledge describes the process of gaining and seeking knowledge about the
cultural and ethnic groups served at the clinic (Campinha-Bacote,2003). Understanding the
patient's worldview and health related beliefs is essential to providing the desired cultural
spccific care in order to design the best optimum care. CHWs are not only knowledgeable about
the different ethnic groups served by the clinic, they also assist in educating providers, nurses
and other employees about the specific cultural norms and customs that affect the patient visit
from the time they check in at the reception desk, through the rooming, provider visit and then
the discharge process by the nurse.
'fhe skill at collecting relevant cultural data is defined as cultural skill (Campinha-Bacote,
2003), For example, the dental department scheduled a free dental exam clinic for children
located at a public housing complex with a high Moslem occupancy. After two days of no
participants, the dentist asked the CHW for assistance in getting patients to come for this free
service. The CHW then informed the dentist that it was Ramadan and that during Ramadan you
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are prohibited from putting anythirrg in your mouth from sun up to sun down which includes
water, Needless to say the free dental clinic had to be rescheduled. If the dental department
had of solicited the CHW's help with 1[s planning and marketing of the free dental clinic, this
cultural blunder would not have happened.
The cultural encounter encourages the provider to actively seek opportunities in which to
interact with people from different ethnic groups outside the healthcare setting (Campinha-
Bacote, 2003). CHWs embody culture and usually live within the ethnic community they serve.
They build trust and are bridges that assist medical providers with cultural and language
differences within ethnic populations (Critical Leaming, 2004). In this model, opportunities
arise regularly for cultural interaction for the providers and the CHWs. There are monthly staff
meetings, ethnic specific flee markets and community centers where the CHWs provide outreach
and education related to services provided at the clinic.
Cultural desire is the foundational principal for the CHC program. OCHC's primary
mission is to provide culturally appropriate health care to inner-city residents of St. Paul, MN.
The clinic began over 40 years ago to address the health care needs of poor underserved minority
populations. This overwhelming desire to provide culturally competent care has been at the core
and remains a foundational principal for OCHC. As new immigrants from Southeast Asia,
Africa, Russia, and Mexico began to settle in St. Paul new challenges related to culturally
competent health care presented itself.
Community, Health Workers
L'HWs offer our current fragmented and complex health care system an opportunity to
improve the health of underserved populations in the US. They provide a bridge between the
health care system and marginalizcd individuals seeking health care by assisting patients in
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overcoming fear, cultural biases, discrimination, and ethnocentrism experienced by underserved
populations as they access health care (Dower, Knox, Lindler & O'NeiI,2006; Goode et al.,
2004; Ro, Treadwell & Northridge, 2003). CHWs are trusted members of their community.
They provide valuable information, education and supporl that are culturally specific and
appropriate to address barriers to care experienced by at risk populations (Dower, Knox, Lindler
& O'Neil,2006; Goode, et a1.,2004; Ro, Treadwell & Northridge,2003). They help community
members understand and recognize health options, and make independent decisions to improve
their health. CHWs are valued members of their communities and often are leaders within their
own communities (Becker. Kovch & Gronseth,2004; Swider,2002). In many ways, CHWs are
change agents because they can initiate the transformation of a health care setting through
linking a health care organrzation with the community (Goode et al., 2004). They help
providers deliver culturally competent care to the underserved within their communities.
The Blue Cross Blue Shield Foundation of Minnesota published findings from a study
they conducted about the effectiveness of CHWs (Critical l,earning, 2004). The Blue Cross
foundation wanted to learn how CHWs are used, what they do and how they are utilized in the
health care system in Minnesota (Critical learning, 2004). This study revealed that CHWs are
very effective in Minnesota and that the use of them will increase as Minnesota becomes more
diverse and that there is a need for standardized training for CHWs (Critical links, 2003),
Despite the many titles and roles of CHWs, evidence shows that CHWs are very effective
in increasing access to health services, increasing health knowledge and promoting behavior
change among ethnically diverse women (Andrews et al., 2004).
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CHWs and Nursing Practice
In the past 25 years, CHWs have become recognized as an integral component of our
health care system. Although often overlooked, CHWs provide valuable health information,
assistance and support to marginalized groups in our country. They assist individuals who have
historically lacked access to health care with the resources and knowledge necessary to navigate
the complex lJnited States health care system. Numerous stakeholders including state and local
public health departments, community-based agencies, health maintenance organtzations and
clinics have recognized the potential of CHWs to play a role in improving health disparities,
access to health care and thus reduce the rising cost of health care (Dower et a1.,2006).
Training and clarification of roles are key ingredients to a successful CHWs program
(Doherty &. Coelzee, 2005; Wayland,2002). In many settings nurses and doctors are unsure and
lack understanding ol'the role of a CHWs. The most knowledgeable persons to provide patient
education are nurses and doctors, which is often an area where CHWs often experience the most
conflict (Zuvekas, Nolan, Tumaylle & Griffin, i999). The realm of health education that CHWs
operate most effectively is in prevention. Many providers just assume that once people are
brought to the clinic they will utilize it appropriately (Ro, Treadwell & Northridge, 2003).
CHWs can be very effective in educating patients on the appropriate use of health resources and
have been proven to reduce the cost of health services (Whitley, Everhart & Wright,2006).
P r o c e dur e s of Encul tur at irs n
CHWs are skilled and knowledgeable in two basic areas: (1) they know firsthand the
health values, beliefs, and practices within their cultural group or community and (2) they
understand the health care system that they have learned to navigate effectively through personal
experiences . CHWs aid marginalized persons understand and adapt too many cultural barriers
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that exist in our health care delivery system. They act as a liaison, cultural guides, serving as
communicators between patients and providers. They help rnedical providers understand
cultural differences that exist within a certain ethnic group thus facilitating culturally competent
care. When CHWs activities are integrated with a health center's clinical operations, studies
have shown that patients' needs are less likely to slip through the cracks (Zuvekas et al., 1999).
CHWs can also be a catalyst for change because they can initiate and collaborate with
providers to address basis, prejudice and other institutional barriers that exist in the health care
system (Goode et al., 2004). CHWs aid the organizations they work for to become more
culturally competent. They assist with relationship building between the healthcare providers
and diverse ethnic communities.
I
Chapter 2 Literature Review
Impact Community Health Workers'
There is extensive literature available discussing the use of CHWs as agents of change
within our fragmented health care system. The United States Department of Health and Human
Services, Health Resources and Services Administration; Bureau of Health Profbssions published
a nationwide study of the CHW workforce in the United States This document defines CHWs as
"lay members of communities who work either for pay or as volunteers in associations with the
local health care system in both urban and rural environments and usually share ethnicity,
language, socioeconomic status and life experiences with the community members they serve"
(CHW National Workforce Study,,2007, p. iii). This manuscript also states the following
"CHWs offer interpretation and translations, assist people in receiving the care they need, give
informal counseling and guidance on health behaviors, advocate for individual and community
health needs, and provide some direct services such as first aid and blood pressure screening"
(CHW National Workfbrce Study,2007 , p. iv). Aside from defining a CHW, this massive
manuscript covers education, training, research and the evaluation of CHWs throughout the
LJnited States. [t also gives trends across the country and has a national database that covers
employment opporlunities for CHWs throughout the country (CHW National Workforce Study.
2007 ).
The "Critical Links and Critical Learning" studies completed by the Wilder Foundation
and'['he Blue Cross Blue Shield Foundation provided a critical insight into the CHW climate in
Minnesota with particular emphasis on the metro area. These manuscripts identified places
w'here CIJWs arc currently being employed and the type of'environments CHWs are exposed to
in their employment (Critical Links, 2003).
L)
The Minnesota Community Health Worker Project is a state wide coalition of public
higher education health care systems, public and private organizations and major payers working
together to reduce cultural and linguistic barriers to health care, improve quality, and cost
ef fectiveness of, care and increase the number of CHWs who come from diverse backgrounds
(Healthcare Education lndustry Partnership (HEIP), 2005). It outlines who the CHWs in
Minnesota are, what communities they work in, partners and collaborators, training opportunities
and give a very good overview of the state of CHWs in Minnesota. The HEIP web site also has
information about how this group successfully convinced the state legislative body in 2007 to
adapt and approve reimbursements for CHWs employed in Minnesota (HEIP, 2008).
There were eight articles highlighting various programs throughout the country that
utilize CHWs in various programs to assist community residents' access health services. AII of
the articles focused on culturally specific low-income groups addressing abnormal pap smears,
maternal child health issues, improving outcomes of diabetic patients in low-income
communities, increasing enrollment into health programs, smoking cessation, and reduction of
ER visit of uninsured patients.
Cultural Competence
There is an abundance of literature identifying how cultural competence in health care
can be a strategy to reduce many of the health disparities that exist in the uS (Campinh+Bacote,
2003a). Josepha Campinha-Bacote, Transcultural C.A.R.E. Associates presents a good model
Ibr this project to apply while designing the CHW program. The C.A.R.E. model of cultural
competent care blends transcultural nursing, medical anthropology and multicultural counseling
into a comprehensive format that can be utilized in many settings (Campinha-Bacote,2003a).
The model identifies five constructs, cultural awareness. cultural knowledge, cultural skill,
l0
cultural encounters and cultural desire outlining how use of the principals identified in each the
five constructs can assist one into becoming cultural competent with their delivery of healthcare
(Campinha-B acote, 2004).
In any program designed to operate within a community clinic setting there needs to be a
solid business case justifuing the program. There were seven publications identified dealing with
the business case for providing cultural competent health care. One publication sites the
Medicaid rules from Title VI of the Civil Rights Act which discusses an obligation of state
Medicaid agencies and providers must provide services that are culturally appropriate and
linguistically appropriate fbr those they serve (Brach & Fraser,2002.). Another publication
identifles the patient-centered and culturall.v*-sensitive care as approaches to meet the health care
needs of ethnic populations to address health disparities (Martin et aL.,2007). There was one
publication that discussed the funding of CHW programs and services in Minnesota. This
publication identified the CHW as a trusted partner of community and individual needs, linking
some of the most vulnerable patients with culturally appropriate health resources (Dower, Knox,
Lindler & O'Neil, 2006).
There were four publications that linked cultural competency and community outreach as
key' factors in addressing health disparities within our healthcare system (Betacnourt, Green,
Carrillo & Ananeh-Firempong,2003;Chin,2003; Fisher, Burnet, Huang, Chin & Cagney,2007;
Friedman" 2005). These publications all address the importance of understanding the social and
cultural influences that affect health outcomes. They all identified how community outreach can




Nine publications were identified that discussed various community based program that
utilize CHWs as significant contributors to addressing health disparities through cultural specific
health education and outreach.
Table 1. Summary of the nine CHW programs identified;
Location Program Components Source
Philadelphia
Pennsylvania
"MOMobile" program focus on helping
low-income women and mothers of young
children dec,ision making, self-
determination and self-suffi ciency
Kovach, Backer, & Worley
(2004)
Seattle Washington; King "Healthy Homes Project ", CHW
County, intervention to decrease exposure to indoor
asthma triggers;




"PITCH" (people improving the
community health); CHWs were used to
provide outrach to low-income and high-
risk populations to promote enrollment into
health programs, and provide outreach and
support services related to health.
Mack, Uken & Powers
(2006)
Detroit Nlichigan lmproving children's asthma related health Parker et al. (2008)




"Lay Health Home Visitation " program;





Two urban and one rural
clinic sites
Lay health workers establishing trust with
low-income and minority pregnant women
and mothers of young children
Sheppard, Zambrana &.
O'Malley (2004)
Tucson Arizona "WISEWOMAN" project; CHWs provided
health education, counseling and support to
Hispanic women to promote breast and
cervical cancer early detection.
Staten et aI. (2004)
Oakland Llalifornia CHWs working with Mexican Americans





Community health advisors working with
low-income and ethnical diverse women
with abnormal pap smears. an analysis of
the cost of outreacLr intervention
Wagner, Engelstad,
McPhee & Pasick (2007).
These articles all described community based programs that used CHWs to execute their
programs. Each article describes the population of focus along with goals, objectives and
outcomes related to the program. In each project, CFIWs were sited as key elements to the
success of the project.
13
Chapter 3 Project Model
For over 40 years, OCHC a primary care health, dental and mental health clinic located in
the heart of St. Paul at409 N. Dunlap Street, has provided its special brand of medical, dental,
and mental health services to low income residents of St. Paul, MN. OCHC is a nonprofit,
federally qualified community health center that was established in 1967 by neighborhood
residents as part of a larger federal program to provide quality health services to low-income
areas throughout the lJnited States. The clinic started as a volunteer outreach project designed to
address the poor health status of low-income African-American residents. The agency became a
501(cX3) in 198s.
The clinic has a large multicultural, ethnically diverse client base and has continued to
add services and specialists in response to client needs including opening a prompt care clinic in
the evening and adding a podiatrist and ophthalmologist. As OCHC has grown and expanded
service to other locations in neighboring areas, it continues to provide a cost-ef'fective way to
meet the health needs of the community. OCHC currently provides care on a bilingual,
multicultural basis and has staff members from varied cultural backgrounds.
[he Model
In 2004, OCHC embarked on beginning a program to address health disparities in the St.
Paul. As the program began to grow,, it became known as the Community Health Cannection
(CHL:). The CHC program has three major components, (l) to address health disparities in five
main areas of health concern; infant mortality. diabetes, cardiovascular disease, cancer
prevention and depression: (2) encourage wellness through promotion of healthy eating, nutrition
and physical activity; and (3) improve access to culturally appropriate health care services, assist
14
with identifying tinancial resources for health care services and agencies for health promotion
among low-income and minority populations.
In order to effectively address these three components, OCHC decided to adapt the CHW
model to support and advance the CHC initiative. For many years OCHC has employed
Outreach Workers to address barriers of navigating the complex health care system. They have
assisted patients with social service issues like housing, food, clothing, insurance and other
domestic concerns that aff'ected the patient's health and their ability to access eare.
Building Blocks Jor the CHC Program
A nurse, health disparities coordinator manages the CHC Initiative and supervises the
work of f-rve CHWs at OCHC. The CHWs serve as a bridge between patients and culturally
appropriate care. The CHWs:
. Teach navigation through the health care system - increasing health care access
. Educate health care knowledge - lowering health disparities
. Bridge the gap between cultures and health care systems - improving health outcomes
CHWs are the backbone of the CHC Initiative because they provide services in the community
and ensure patients receive care and support services. OCHC's CHWs have been certified
through Minnesota's CHW program and share ethnicity, language, socioeconomic status and life
experiences with the community members they serve. They serve as peer educators, providing
culturally appropriate health education and information; assist people in receiving the care they
need; give informal counseling and guidance on health behaviors; advocate for individual and
community health needs; and provide some direct services such as first aid and blood pressure
screening. Three of OCHC's CHWs are certified doulas. A doula is a trained labor supporl
person who provides emotional and physical support to a laboring woman and her parhrer.
l5
Some of the services CHWs provide include promotion of breast and cervical cancer
screenings, dental education and free dental screenings for children, diabetes education and
support groups, free flu shots, healthy senior aging education and support group, prenatal
classes and support services. They work within the community, going on home visits,
establishing relationships and garnering trust with families, and establishing strong partnerships
with other community agencies and organizations.
The work of CHWs is being recognized nationally because of the critical gap they fill
(Dower et al .,20A6; Ro et al., 2003). While most healthcare professionals are in clinics and
hospitals, the CHWs are in the community and patients' homes, providing education, outreach,
and referrals so that patients actively participate in their healthcare (Zuvekas et a1.,1999).
CHWs have been invaluable in reducing the financial strain on the healthcare system because
they encourage individuals and families to seek healthcare early and regularly, increase
healthcare knowledge, help patients navigate the system, and assist patients in enrolling in
health insurance programs (lllemcek & Sabathier, 2003).
The goals and objectives oJ the CHC Initiative:
Goals: The following goals have been developed as part of the CHC Initiative:
. Ensure that everyone who walks through the doors of OCHC receives comprehensive
affordable rnedical, dental and behavioral health cate.
. Increase access to health care for underserved populations (parlicularly Iow-income
individuals, families and populations of color.)
. Increase awareness in the community regarding the clinic's services because OCHC has the
capacity to serve low-income individuals, families and populations of color.
Ohjectives: These are the objectives of the CHC's Initiative:
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' lncrease patients' health literacy and empower them to take control of their health care and
their children's health care so that they have healthier outcomes as a family.
. Increase social support referrals to empower participants' to advocate for themselves and
their children in order to create stable foundations for families.
. Expand community outreach and education to inform residents about health care issues,
particularly prenatal care, cancer, chronic diseases such as diabetes and post traumatic
stress disorder (PTSD.)
. Build ongoing relationships with churches, family centers, recreation centers, high rises and
other community centers to provide health care services and educational programs and also
keep them regularly informed about OCHC's services with emphasis on providing services
to populations of color.
. Establish ongoing relationships with area businesses for the purpose of seeking in-kind
donations and cash contributions and to provide health care services and educational
programs (i.e. diabetes classes) to their employees.
. Inform the media about OCHC services and programs regularly through press releases to
newspapers and public service announcements to radio stations.
After identifoing the goals and objectives of the CHC program some basic tenets of the
program emerge like how does one go about adapting the CHW model into a fast pace
community clinic? The adaptation must include five basic elements.
1. Defining the current culture of care delivery at the clinic
2. Identifying gaps in the care delivery practice
3. Provider and Staff'by-in of the CHW concept
4. Actual identification of a CHW service model to pattern the program after
l-7tt
5. Establishing relational structure between the CHWs and clinical nursing practice.
To begin the program we hired a Health Disparities Coordinator through grant funding. This
woman's background was as a certified Emergency Medical Technician, with vast experience in
HIV education and outreach. Through provider and nursing surveys she was able to identi$,
gaps and needs in services that OCHC was not meeting. Together with the CEO the Health
Disparities Coordinator were able to map out a strategy to address some of the issues identified.
The two main issues identified were recruitment of appropriate staff and funding. The
CEO took on the responsibility of securing funding and the Health Disparities Coordinator begin
to identif,i appropriate people for staffing both internal within OCHC and externally in the
community. As funding was secured the program began to take roots and grow. The first CHWs
were identifled internally at OC[{C and they were sent for CHW training. [t was decided early
on that all the front line employees of this program would receive CHW training and certification
through Minnesota Community Health Worker Project which is a statewide initiative whose
mission is to reduce cultural and linguistic barriers to health care, improve quality and cost
effectiveness of care, and increase the number of healthcare workers who come from diverse
backgrounds or underserved communities. Three employees were hired and sent for training.
fhe other two employees' hires had previously gone through the CHW training and certification
program and were ready to hit the ground running.
The CHWs hires were given specific responsibilities in the following areas; maternal
child health two English speaking; one adult chronic disease; two Hmong maternal child health
and adult chronic disease including post traumatic stress and depression. As these individuals
began to work with providers and other stafTtheir caseloads grew. Their work was focused on
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development of a relationship with the patient, assisting the patient with identification of needs
and then assisting the patient with navigation of how to address the needs.
The second component to promote wellness through healthy eating and increased
activity, is accomplished through health fairs and health presentations in the community. The
CHWs and nurses attend community events and cultural celebrations to promote wellness. They
provide group education at various community centers, churches, transitional housing units and
cultural gathering places to promote health and wellness.
The third component of the CHC program is to identifu community partners to promote
health and wellness in the community. This was the primary responsibility of the Health
Disparities Coordinator. A public housing complex and an Adult learn center were the flrst
community agencies identified to partner with. Weekly outreach clinics were established that
provided free pregnancy testing, glucose testing and blood pressure screening. The adult
learning center has a day care associated with it so quarterly child dental screenings were
provided at both the public housing complex and the adult learning center. These dental
screenings not only provided free sealants and fluoride treatments for children but they also
educated the parentlguardian and the child about good dental hygiene that was age appropriate
and culturally congruent.
Hidden Transcripts of Power
Several barriers exist to expanding CHWs into the current health care services offered by
OCHC. The first barrier was a lack of a standard definition and conceptualization of who CHWs
are and what they do (Witmer, Seifer, Finocchio, [,eslie & O'Neil, 1995). Within the current
structure of health care, CHWs are considered a subordinate group with no standardization of
educational requirements clearly identified. One concern is about the quality of care and
t9
information CHWs provide to patients (Wayland, 2002). For our program it was essential that
CHWs be paired with either a registered nurse, nurse practitioner, social worker, and or a doctor
in order for CHWs to have accountability. This relationship often times may lead to power
imbalances and role confusion. A CHWs stated that she felt that the nurse did not understand
what she could do and that she was often asked to do things outside of her ability or not within
the scope of a community health worker (Becker, et a1.,2004; Doherty & Coetzee,2005;
Zuvekas, et al, 1999). It is extremely important that the CHWs and the health care provider they
are paired with develop a trusting relationship with clearly defined roles and boundaries
(Doberty &. Coetzee, 2005).
In contrast, some CHWs stated that they looked up to the RN as a mentor and guide for
knowledge and understanding about critical health issues (Doberty &. Coetzee, 2005). The role
of the CHWs is considered to be an entry level position and as a step ladder into becoming a
registered nurse, social worker, or doctor. The power struggle that exist within health care only
serves as a disservice to patients seeking care. Collaboration and team work are essential to
good health care delivery in any setting.
The CHC program at OCHC has been a spring board to incorporate CHWs within the
community clinic setting. The CHWs are trained and certif-red health care workers who's
primary role is to assist patients with understand specific health conditions, educate the patient
about specific health condition and help the patient address barriers to accessing culturally
appropriate health services. The secondary role of the CHW is to promote health and wellness in




One of the first things identified was the need to have a referral process for providers and
other key staff to refer patients into the program. The providers were quick to refer patients to
the program, but in the beginning there was no systematic way to do it and things got a little
confusing. A systematic process for referrals was established that funneled all referrals to the
Health Disparities Coordinator who in turn would assign them to the appropriate CHW to avoid
any referrals from slipping through the cracks (Zuvekas et al., l9q9).
The next issue was communication with the provider and community agencies. The
internal communication issue was easy to resolve, but external communications with community
partners presented a greater challenge due to patient confidentiality laws. Several partners
wanted us to provide them with confidential medical information about clients at their agencies.
lJnless the patient has a signed release of information identiffing that it is ok to share medical
infbrmation, OCHC is bound by law not to share that data.
To address internal communication, the following guidelines were established;
I " AII referrals received would be assigned within 48 hours to a CHW.
2. The CHW would have five days to address the referral unless the request was identified as
urgent which would require a24 hour turn-around time.
3. Within five days the CHW would respond to the referring provider the status of the referral.
Monthly, the CHW staff and the Flealth Disparities Coordinator would meet to review all
relerrals to ensure that they were appropriately addressed. During this meeting the staff
identifies conflicts and barriers between providers, staff and patients. They discuss was to
address the issues identified and make an action plan (Zuvekas et al., 1999).
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Bi-annually the Health Disparities Coordinator attends the monthly provider meeting to
discuss the CHC initiative with this group. answer questions and addresses concerns. There are
monthly meetings with the CEO and the medical director to conduct a general review, look at
numbers served and issues identified,
CHW Impact
The CHWs are required to submit a monthly report which summaries the numbers served
both in the clinic and in the community (Braithr,vaite, Treadwell, Ro & Braithwaite, 2006). The
report is specific to the various areas of service like pregnancy, breastfeeding, parenting, diabetic
care, children, dental and cancer prevention. The monthly report also includes stories from the
freld and continuing education opportunities they may have participated in. The fbllowing is
compelling 2007 datathat details the impact of work the 4 CHWs provided through the CHC
program:
' Breast and Cervical Cancer Screenings: 86 women screened (over 1,400+ encounters at
health fairs)
' Contmunity Education2,428 women served at these sites: six African American churches,
fbur Day Care Centers, Lao Family Center, Hmong American Partnership, Hmong Health
Care Coalition, Hmong Resource Center, Association for the Advancement of Hmong
Women
' Community health fairs and ethnic celebrations over 3,500 residents reached
' OCHC In-house health fairs: African American Health fair,373 people; Women's Health
fair, 150 people; Men's Health Fair 75 people, Hmong Health Fair, 767: total served 765
people
. Dental Education and free sealants: 970 children served
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. Diabetes Education and Support Groups: 364 served
. Prenatal education and support classes in both English and Hmong: 178 served
. Flu shots: Free flu shots administered in the community at churches, community centers and
mosques 1,890 individuals served
. Healthy Senior Aging Education and Support Group: 3l sessions with l0 - 12 people
attending each session
. Liberty Plaza Outreach (A multifamily housing complex in St. Paul with over 500 residents
where OCHC has a weekly clinic): 361 served
' Hubb Adult Learning Center weekly education and outreach clinic 456 served
Providing cultural competent care to a diverse community can be a challenge. The
previous list of outcomes clearly identifies the important role CHWs play in bringing cultural
competent health education and other services to the community. Over 80% of the events
identified were conducted outside clinic facilities in various community settings. The CHC
program believes in going to where people gather in settings that are familiar and promote a
trusting environment for participants. It has been in these settings where the program has had
its greatest impact. Many high risk participants have been identified and referred for much
needed medical and dental services. CHWs are the bridge that connects community residents
with clinical services enhancing the cultural competent care provided at OCHC.
n.l
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Chapter 5 - Discussion
Providing culturally congruent care is a challenge in any setting. People interpret the
world through their cultural background along with experiences and influences that they
encounter everyday (Schim, Doorenbos, Benkert & Miller, 2007). This can often present as a
barrier or obstacle to getting good health care.
In most health care settings when asked how they handle cultural diversity, the response
is they offer cultural competency/diversity training annually (Schim, Doorenbos, Benkert &
Miller,2007). Training staff about the various theories and principals of being cultural
competent and providing care is not enough and usually does not solve issues related to
culturally congruent care. OC'HC'a approach is to employee staff and CHWs who represent the
various cultures served at the health center. In one incident a young Hmong couple who were
pregnant with their t-rrst child experienced a fetal denrise while the wife was in her 3 I't week of
pregnancy. It was the Hmong CHW who was able to convince the young couple and their
families why it was important that they allow'the doctor to induce labor so that the already dead
fetus would not harm the mother. It took the CHW over 24 hours of working with this very
traumatized couple and their families in order to prevent a further negative outcome of this
pregnancy.
In another incident, the CHW over heard several African American women very angrily
discussing how in appropriate it was for their medical provider to have them fast before coming
to a clinic visit. This conversation took place before the start of one our diabetic support groups.
'['he women associate fasting as a spiritua] event that only your pastor can instruct ycu to fast in
order to get closer to God. 'fhe CHW w'ho is Afiican American, was able to enter the discussion
with the women and educate them about the difference between a religious fast and a medical
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fast. Needless to say that support group session turned into a wonderful learning experience for
all of the I 5 participants because it shifted the focus fiom day-to-day living with diabetes to
dealing with some of the most common myths, barriers and fears patients have related to doctors
and access to care.
Early during the implementing of the CHC program. the Health Disparities Coordinator
who has EMT certification and education realized the important role nursing plays in the
supervision of CHWs. She was so aware of this needed link, that she went back to school to
become a registered nurse and will complete her nursing program in December 2008. With her
acquiring nursing knowledge and theory, she will be better able to direct the work of the CHWs;
clarifo roles; assist in program development and planning; and assure that the CHWs receive
proper training and support.
Health care professionals often identify ethnically diverse patients as non-compliant.
CHWs are able to bridge gaps that are created between a provider and a patient who is non-
compliant due to ethnic difl'erences and possible lack of understanding between the patient and
the provider. The CHW becomes the culture broker to assist the provider address the non-
compliant behaviors as well as the possible cultural bias that the provider may have. They help
the patient understand health behaviors that have negative affects to health outcomes.
Marginalized individuals often feel powerless and are fearful of accessing health care. In
one study CHWs were able to empower low-income mothers to meet their physical
psychoemotional, and psychosocial needs (Becker, Kovach & Worley, 2004). Through the
effbrts of CHWs, these women were able to identify their individual strengths and link them with
proactive behaviors that resulted in effective life changes (Becker, Kovach & Worley,2004).
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Chapter 6 - Conclusion
Next Steps
Within the near future OCHC needs tc'' develop a comprehensive business plan that will
link the goals and objectives of the CHC initiative with funding streams and accountability
expectations (Brach & Fraser.2002). This business plan will assist in getting reimbursement
frona the MN Department of Human Services (DHS). In 2007 the legislature of MN passed a bill
authorizing Medicaid reimbursement for the work that CHWs do within a community or
healthcare agency (HEIP. 2008). This will help maintain the CHW workforce at OCHC through
providing a revenue stream that is not exclusively dependent on grant funding.
Having consistent revenue streams are critical to sustainability of the CHC initiative
(Brach & Fraser,2002). Currently the CHC initiative is solely dependent on grant funding.
Some of the grants have a one or two year limit with no option for renewal. This puts a strain on
the program and creates an unstable workforce of ClHWs. Our focus for the future is to expand
the CHC initiative by hiring Social Workers and additional CHWs. Annually we will take a
reflective look at the past in order to improve the program and plan tor the future.
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